liposuction and/or flanks was not included as a cosmetic procedure.
Ninety female patients had free flap breast reconstruction at the University of California, Irvine from January of 2004 to December of 2008. The average reimbursement was 38.3 percent of billed charges. The mean and median reimbursement was $6597 and $4962, respectively. Of these 90 patients, seven returned to the group for a cosmetic procedure, for a total of nine procedures. One of these patients had multiple cosmetic procedures. The overall return rate of subjects for cosmetic procedures after microvascular free flap breast reconstruction is 7.7 percent. In addition, the incidence of cosmetic surgery after microvascular free flap breast reconstruction was one cosmetic surgical procedure for every 10 microvascular free flap breast reconstructions performed, or close to two procedures per year.
Although there is an 8 percent self-referral rate for cosmetic procedures, the total number of cosmetic referrals is expected to be larger because these data are inclusive of only the subject specifically and do not account for patient referrals, family members, fillers, or neuromodulators. If each free flap breast reconstruction performed can yield an additional cosmetic procedure rate of 10 percent, with an assumption that a cosmetic procedure costs on average $3992.36 (based on the American Society for Aesthetic Plastic Surgery list of cost per surgical procedure), 2 each free flap procedure will earn an additional $400 in cosmetic revenue. This would total $6996 for each free flap performed but does not count the extra time spent in performing the cosmetic procedure. Although the trend of declining reimbursement continues, plastic surgeons who perform free flap breast reconstruction can expect to build their cosmetic practice with $400 of additional revenue by satisfying their free flap breast reconstruction patients (Table 1) .
Extended Latissimus Dorsi Rotational V-Y Advancement Flap for the Reconstruction of Axillary Defects after Excision of Hidradenitis Suppurativa
Sir: H idradenitis suppurativa can be effectively treated by excising all axillary hair-bearing skin. Many types of flaps, including local and perforator flaps, are used to cover these defects. Axillary reconstruction should ideally not limit shoulder movement but should help achieve the three-dimensional architecture of the axillary fossa; such reconstruction requires thin, flexible flaps. Perforator flaps [1] [2] [3] have some advantages in this regard, but anatomical variation in the location of the perforating arteries sometimes makes flap elevation cumbersome; furthermore, insufficient defatting may be performed for arterial preservation.
We describe an extended latissimus dorsi rotational V-Y advancement flap that is unique because it makes axillary reconstruction easier, safer, and more functional. This flap is based on the concept of the thin extended latissimus dorsi musculocutaneous flap 4 and contains a minimal amount of the muscle belly, including the lateral branch of the thoracodorsal artery and a thin cutaneous portion consisting of the tissue superficial to the subdermal plexus. Including the muscle belly ensures that the artery is included in the flap, and detection and dissection of vessels is not strictly required.
During surgery, the lateral and transverse branches of the thoracodorsal artery and lateral edge of the latissimus dorsi muscle were marked. The flap's posterior border was set 3 to 5 cm medial to the lateral edge of the latissimus dorsi (Fig. 1, above) . The flap was raised from the anterior border and dissected just above the superficial fascia layer. When the elevated flap reached the lateral edge of the latissimus dorsi, the dissection layer was changed to encompass the muscle. When the lateral branch of the thoracodorsal artery was detected in the deep surface of the Volume 129, Number 3 • Viewpoints latissimus dorsi, a minimal amount of the muscle belly was taken in the flap to include the lateral branch. After confirming the arterial position, the posterior flap edge was redefined. The flap was raised from the distal edge, preserving the transverse branch of the thoracodorsal artery. For reconstructing axillary fossa architecture, the flap portion advanced to the fossa was thinned by defatting, with preservation of the subcutaneous vascular network (Fig. 1, below) . The flap was then transferred to the defect in a rotational V-Y advancement manner and inset into the defect. The resulting dog-ear at the flap base was not resected but was deepithelialized and buried below the sutures to preserve the subdermal plexus, as reported by Kishi et al. 5 Four patients (seven axillae) aged 41 to 66 years, with a greater than 10-year history of severe axillary hidradenitis suppurativa, were treated using our method. The flaps survived completely. Full-arm abduction was achieved within 1 week of surgery, and no recurrence was observed (Fig. 2) .
The disadvantage of this method is the scar at the donor site, which tends to be long but can usually be hidden under the arm or clothes. We think that this method is useful and ideal for axillary reconstruction because the flap used can cover the entire axilla, is thin and flexible, does not limit shoulder movement, and helps recreate the three-dimensional architecture of the axillary fossa. 
